INTRODUCTION
Every year millions of Muslims travel to Makkah to perform Hajj. Hajj is the fifth pillar of Islam. It is a compulsory pilgrimage for all those who are able to bear its financial and physical burdens once in their lives. The rituals of Hajj take place approximately over one week from the 8 th to 13 th day of the month of Dhul Hijjah. For Hajjis (i.e. the people performing Hajj) this is a time of extraordinary physical and mental stress. In the context of diabetes, this means that Hajjis are at increased risk of both hyper and hypo glycaemia and increased morbidity and mortality from diabetes itself as well as inter current illness. Poor diabetes control before and during Hajj increases the risk of complications from diabetes, other pre-existing chronic conditions and inter current illness. 1 
Observational Study
Study on risk factors (predisposing factors) for poor diabetes control during Hajj (1436/2015) in people with diabetes
By doing the study we wanted to find the reasons for poor diabetes control, 2, 3 during Hajj in Hajjis with diabetes admitted at King Abdullah Medical City, Makkah. Primary Objectives: To study the factors for poor diabetes control among Hajj pilgrims admitted to KAMC during Hajj and to find out about their self management practices. Secondary Objectives: To look for acute complications with which patients were admitted to hospital.
METHODS
It is a prospective, cross-sectional, observational, pilot study based on questionnaire. It was conducted at King Abdullah Medical City (KAMC), Makkah, a large tertiary care referral center. Formal approval of the study was taken from Institution Review Board (IRB), Research Centre at KAMC. Data was collected by assistant consultants in Medicine, on a data collection Form. Consent was taken before asking questions and patients were explained the rationale behind this study. Confidentiality was maintained by not entering name in data entry Form. Patients were asked about diabetes control before coming to Hajj. Was diabetes education received before Hajj. Did they have glucometer with them, and whether they were doing self monitoring of blood glucose (SMBG) or not. Were diabetes medicines available to them and how was their compliance with prescribed medicines.
Random plasma glucose levels recorded at the time of admission were noted from the patients' hospital record. Blood was taken later on for HbA1c. Patients who were not previously known to be diabetic but in whom the diagnosis was indicated due to clinical features or lab results were tested for random plasma glucose, fasting plasma glucose and HbA1c. They were diagnosed as being diabetic according to the following criteria. 
RESULTS
We enrolled a total of 61 patients. Of these 16 (26%) were newly diagnosed by us according to the aforementioned criteria, while 45 (74%) had pre-existing diabetes. Characteristics of our study population are shown in Table- I. Our findings in the patients who had pre-existing diabetes are as follows:
Thirty five patients (78%) had poor diabetes control at the time of admission (i.e. HbA1c of 7.1% or above) as shown in Fig.1 . 5, 6 Twenty five patients (56%) received diabetic education before travelling for Hajj. Only 17 patients (38%) were doing SMBG ( Fig.2) and only 10 patients (22%) were aware that more frequent SMBG is required during stress and illness. Thirty two patients (72%) did not bring a glucometer with them. Fig.3 Thirty seven patients (82%) had brought sufficient medication with them and among them, 35 (94%) patients were compliant with medication. The reason for admission of the patients is given below and shown in Fig.4 . Among known diabetics the primary reason for admission was Acute Coronary Syndrome (31 patients) followed by pneumonia (4 patients). Stroke and COPD accounted for two patients each. We received one patient each of diabetic ketoacidosis, upper gastrointestinal hemorrhage, heat exhaustion, diabetic foot, atrial fibrillation and acute kidney injury. Among newly diagnosed diabetics there were seven patients each of acute coronary syndrome and pneumonia, one patient of bronchial asthma and one of iatrogenic Cushing's syndrome with fractured neck of femur and secondary diabetes because of prolonged use of topical steroid for more than two years for some dermatological condition. Additional Observations: Six out of ten patients admitted on Arafat day had stopped taking their medications. Two patients were taking herbal medications for control of blood glucose.
Two patients had misconceptions that in Makkah there was no need to take medicines or restrict diet for blood glucose control.
DISCUSSION
Our study shows that the majority of Hajj pilgrims admitted to KAMC during the month of Dhul Hijjah came from countries from southeast Asia which have relatively high rates of poverty and resultantly poor healthcare. 8, 9 This was reflected in the high number of Hajjis who did not receive any form of diabetic education. It was also reflected in the low numbers of pilgrims who had adequate control over their blood sugar levels as evidenced by an HbA1c of 7% or less. Most diabetic pilgrims were unaware of the need of increased SMBG during times of illness or stress 10, 11 which was evinced by the small Gulshad Hasan et al. percentage of pilgrims who brought glucometers with them and were performing SMBG. It also came out during our conversations with patients, that some of them did possess glucometer but did not feel the need to bring them along for Hajj. It was also interesting to note that about 26% of patients were not aware of their diagnosis prior to their admission at KAMC. Had these people been screened for diabetes before travelling for Hajj and had received appropriate advice and management, it is possible they might have avoided hospital admission altogether or at the very least, be at reduced risk for increased morbidity and mortality associated with poorly controlled diabetes.
1 This is especially true in the case of the patient with iatrogenic Cushing's syndrome.
Our study also shows that there is a need to counter myths and misconceptions regarding the management of diabetes during Hajj. This is shown by the two patients we received who believed that there was no need to monitor blood glucose or take medications in Makkah and by the disproportionately high number of patients received on Arafat day who were aware of their diagnosis but had stopped taking their medication.
Limitations of the study: Our study was limited to a relatively small patient population. The high prevalence of poorly controlled diabetes in our patient population as well as the lack of appropriate self management and diabetic education warrants a large, multi-centre study to determine the exact impact of these and other factors on morbidity and mortality of pilgrims during Hajj.
CONCLUSION
Our study indicates that poor diabetes control is a serious problem among pilgrims and there are a variety of risk factors predisposing to it. Our study also found that there were a substantial number of patients who did not know that they were diabetic. This has led us to believe there is a need to screen all people coming for Hajj for Diabetes. Hajj specific health education needs to be introduced for people with diabetes and perhaps for other diseases as well. 4. They should be provided with information leaflet (given below), regarding diet control, exercise, Self-monitoring of Blood glucose and medication compliance. 5. Each patient or at least each group should have medical or paramedical member with glucometer.
